IJH, \V. C. IIATclr, Rockford, in presenting this case, said that the family history was absolutely negative. About six months ago the patient complained of trouble with the throat, accompanied by swelling, at which time the speaker first S<lW him. There was then a very large ulceration of the left tonsil present. The glands were very hard and indurated on both sides. J Ie did not feel that the case was operative, and felt sure that it was malignant. He did not want to make a, section, because he did not wish to subject the patient to the dangers of metastatic infection. IIe did not have a \Vassermann made, because his experience with this test has not been particularly happy. He put the patient on treatment with iodids, and the condition commenced to clear up. The glands are getting smaller and the ulcers seem to be healing. The speaker was inclined to think the condition was due to syphilis.
DJSCUSSIOX.
DR. NOR\',\!. J-1. 1'11~]{CE believes all such cases as the one presented should be subjected to microscopic examination immediately. The danger of opening up the lymphatics by operating to take out a piece of such tissue is very slight; in fact, hardly exists. If we wish to seal up the lymphatics immediately afterwards. we can seal over the wound with the cautery, and this will obviate any danger that the doctor who reported the case seemed to believe exists. 1t is not a matter of whether a case is operable or not; it is a matter of making a diagnosis. There are several things that come into thought at this point, as to whether it can be carcinoma or actinomycosis or syphilis-s-even tuberculosis. although. of COUf5,e, 417 it d06 not have that appearance; yet tuberculosis in exceptional instances may so very closely simulate carcinoma that the differential diagnosis can only be made by microscopic examination. If the diagnosis of syphilis is made positively, one is very much more apt to be a little more heroic in treatment. The case does not seem to be inoperable now, although the involvement of the glands on both sides of the neck would seem to indicate that the process had gone to a point where~he issue of an operation would be very doubtful.
l lowcver, the point on which he wished to be understood was that all these cases should be immediately subjected to microscopic examination. The danger from taking out a piece of such a growth is not at all great; in fact, it should not stand in the way for a moment of making the diagnosis. I f we wish to seal UJl the lymphatics, we can do so with the actual cautery. so that danger is altogether done away with.
Carcinoma of Upper Jaw, With Resection.
Du. .I0SI·:I'II C. BECK showed a patient who had had a carcinoma of the left upper jaw, which the speaker diagnosed by microscopic examination. It extended somewhat on the anterior surface of the superior maxilla when seen, as the condition had lasted for eight months. He wished especially to refer to the operation in this case, particularly the technic. A resection of the upper jaw without external incision was made, as in an antrum operation. He excised the inner surface of the cheek wide of the tumor. Then, internally, in the midline, below the upper lip, just under the nose, raising a flap as in the Loewy operation, he resected the superior maxilla posteriorly. including the palatal bone. It was not necessary in this case to remove the lateral wall of the nose, or the floor of the orbit, because they were not involved. The carotid artery was not ligated at the beginning of the operat ion, but on account of a good deal of bleeding a temporary compression, according to the Crile method, was performed, which resulted in practically no bleeding during the remainder of the operation. A fter the operation was completed, small particles of the tissue from the operative field were excised and saved for microscopic examination. This tissue was found subsequently absolutely free from carcinoma. Then a layer of gauze was placed within the cavity, and on top of that ten milligrams of radium element, some more gauze, and the soft palate sutured temporarily to the side of the cheek to control bleeding. The radium was allowed to remain in for fortyeight hours. The gauze was removed next day and replaced three times within a week, and then left out. Since then the sloughs have been coming away. and there is still a portion of the slough left ill the anterior wall. It is now four weeks since operation, and the patient was shown because he was leaving for his home next week. Perhaps it would be of interest to see him some time in the future with no recurrence. 111 this connection. Dr. Beck showed a stereoscopic photograph of a patient operated on seven years ago by the external method, and the patient is alive and in good health at the present time. The operation, however, leaves quite a different face from what the patient just exhibited has. Dr. Beck believes that. as a rule, the internal operation can be very nicely done in these cases. IIe employed the burr almost exclusively in the removal of the bone, and it was very easy to manipulate. Dr. Beck expects to have a prosthesis made with an artificial denture attached. but this must not be worn until all postoperative reaction has disappeared.
Tuberculosis of Pharynx and Soft Palate.
Dn, ]. HOUNGER presented two cases. The first patient came to Alexian Brothers Hospital complaining of indefinite throat trouble. On examination, there was an area just in front of the right tonsil, about the size of a quarter, swollen, and of irregular surface. Pieces were removed for examination which showed nothing indicative of syphilis or carcinoma. The process progressed very fast, and in about two weeks the whole half of the soft palate was involved, in another week the whole of the soft palate and a part of the hard palate. The uvula was eaten out in characteristic manner. Pieces removed at this time for examination showed typical tubercles. At the same time word came from Dr. Rettig, the internist, that the lungs had rales all over. In the sputum tubercle bacilli were found. The man at that time looked very robust and healthy, which appearance he has lost. The whole soft palate, pharynx and epiglottis are eaten out by the tubercular process. It extends up into the nasopharynx and down into the larynx and esophagus, as far as we can see. Other isolated foci are on the inside of the lower lip. This is not by any means a frequent condition. In the Centralblatt [iir Larynqoloqie this year there have been four or five cases mentioned of tuberculosis of the pharynx, all of them developing very slowly, not progressing in many months as far as this one had in weeks.
Rhinoscleroma.
This patient came to Alexian Brothers Hospital with both nostrils absolutely closed. Dr. Holinger could not make the slightest impression with the probe on either the turbinals or septum. The septum was equally swollen on both sides, as were the turbinals. The cocain did not shrink the swellings. The speaker forced some packs of cotton with mercury salve into the nose, repeating that every day for many weeks, and with this treatment the swelling of the septum and turbinals went down some, and at the present time the nose is comparatively free. Several large pieces were cut from the septum, but unfortunately were stained wrongly, and the speaker would have to wait for a few days longer before' getting a report. I f. as the speaker thinks, it is a case of rhinoscleroma, it can be only the beginning, because the trouble only dates back to last summer. The patient is from Ruthenia, The geography is, as the members know, of importance in rhinoscleroma.
DISCUSSION.
DR. S. A. FRIEDl:EI{(; asked Dr. Holinger if there was anything characteristic on palpation of the nose in the case of supposed rhinoscleroma.
DR. HOI.INCI·:R replied that the nose was rigid, and could not be compressed at all. DR. FRn~D1a,RC said he had so far seen three cases of rhinoscleroma at the County Hospital, and at the present time has one under observation that has been in the hospital for a couple of years. One case which he recalled had practically the same characteristics as the one presented by Dr. Bolinger. The case to which Dr. Friedberg referred had a combined nasal and laryngeal involvement. The larynx showed the typical subglottic swelling. It was necessary to perform a tracheotomy and the man wore a tube for over a year. After the tracheotomy tube was removed, an intubation tube was worn for a short time. At present the patient is without any tube, and is getting along nicely. The scars can still be seen in the larynx, but there does not seem to be any progression.
Regarding the bacteriologic findings in these cases, \ve know that we have an encapsulated bacillus resembling the Friedlander bacillus to a great extent, and for that reason some doubt has been cast on the fact as to whether this is the absolute etiologic factor. The speaker thinks more is to be demonstrated from the sections. If both the nose and larynx are involved, it is usually easy to make the diagnosis in a good many of the cases. It would be interesting to see what the specimens would show.
DR. GEORer·: W, BOOT, referring to the first case shown by Dr. Holinger, of tuberculosis of the pharynx. said that not long ago he saw a woman with what he believed was tuberculosis of the pharynx. She gave a history of having had trouble for twenty years, which had been diagnosed as syphilis at various times, but treatment along antisyphilitic lines did no good. The speaker considered the case one of tuberculosis of the pharynx, and ordered very small doses of tuberculin once a week. At the end of about two months the throat is feeling better than for a long time, and looking better. The process has healed over, with the exception of a small ulcer on the right side. She has gained many pounds in flesh under this treatment. The Wassermann was negative.
Carcinoma of the Throat Involving the Esophagus. Miliary Tuberculosis.
Uil. GEORl;)~\V. BOOT exhibited. first, a specimen from a carcinoma of the throat, involving the esophagus, left side of the pharynx and left side of larynx.
Second, larynx from a case of miliary tuberculosis. This patient, a man, came to Cook County Hospital suffering from a severe laryngitis, so that the speaker could not get a satisfactory view of the larynx. He did not return to the hospital for three or four days, and in the meantime the man had died. At the last he had a great deal of .dyspnea, so that the internes did a tracheotomy, rather high, cutting off the cricoid cartilage. At the postmortem there was found tuber, culosis of the lungs and larynx. There was a shallow ulcer on the epiglottis, and below the vocal cords there was an ulcer on either side, with quite a number of miliary tubercles.
Bony Tumor Filling Nasopharynx, With Exhibition of Photograph.
DR. L. \'1. DEAN showed a photograph of a bony tumor that completely filled the nasopharynx. The soft palate was not involved, but it was pressed downward and forward, so that the tumor could be seen in the nasopharynx. The tU1110r could be felt as a hard bony mass. Entrance could not be made into the nasopharynx, in order to tell just where the tumor grew fr0111.
Operation.-Tracheotomy; anterior posterior incision in the midline of the roof of the mouth, severing the soft tissues down to the bone, and the soft palate to the tip of the uvula. These tissues were retracted laterally and the posterior third of the hard palate removed. The growth was found growing from the upper surface of the hard palate and from the posterior surface of the vomer. The palatal wound was closed by Brophy's method of closing posterior cleft palate. The closure was complete. Speech perfect.
The microscopic diagnosis was osteoma. Six months later there was no recurrence. DISCUSSION DR. GEORGE E. SIIA:-'lnACGH stated that every otologist of today aims to be an aural surgeon, but that this was not the case even a few years ago. During the earlier days of the specialty of otology the complications resulting from mastoiditis were usually taken care of by a general surgeon. This state of affairs has largely disappeared in this country, and there arc very few first-class general surgeons who are still willing to undertake the special sllrgery of the ear. Some of the general surgeons who have not kept in touch with the advances of modern otology are still unaware that the type of operation which the specialists are able to do for the cure of chronic, as well as acute, mastoiditis is something quite eli fferent from what the general surgeon is prepared to undertake. In England it is still not uncommon for some general surgeons to do mastoid work: indeed, some valuable contributions to the surgery of the mastoid have been made by general surgeons in England, who have devoted a good deal of their energy to the question of mastoid surgery. In Germany it seems that mastoid surgery has been taken over entirely by the aural surgeons, although as late as fifteen or twenty years ago the general surgeons still did a large amount of the mastoid surgery that was being done.
Everywhere at present we have come to realize that the complications which arise from suppurations of the middle car, including mastoid disease, labyrinth infection, and the intracranial complications, are taken care of more efficiently by the aural surgeon than by men engaged in general surgery. This means, of course, that the specialist in otology must master the details of the regional anatomy of the ear. in order to do this work properly.
As a matter of fact, there is only a small proportion of ear cases where surgical interference is necessary, and yet every otologist feels, and rightly so, that he should be prepared to take care of those complications which develop in the course of suppurative middle ear disease. In order to be prepared to do this work the aurist must be trained not only to handle a chisel in a dexterous way, and to ligate vessels, but it is absolutely necessary that he should master the regional anatomy of the ear. This is not such an easy thing to do, as many of the men in the audience could testify. The conditions presented by pathologic changes in the mastoid make it necessary for one to have a perfectly clear mental picture of the various relations, if one is to operate without injuring important anatomic structures, Surgical anatomy of the ear can never be acquired fom textbooks or descriptions. One might read all of the descriptions written on the anatomy of the ear and study all of the drawings that have been made of this region, and yet, if he bas not actually handled anatomic preparations showing the relations, he will find himself very inadequately prepared when attempting to operate on the ear. The method usually employed in gaining this anatomic knowledge is by beginning to do the operations on the cadaver. This, however, is not the best way to acquire a mental picture of the anatomic relations of the mastoid, for the reason that most of the relations are destroyed while attempting to expose this or that structure. One may operate upon a great many different temporal bones in this way and still have a very hazy idea of the relations of the various structures. The best way of acquiring a mental picture of the anatomy of the ear is by studying sections made through the temporal bone, each section devised so as to bring out clearly certain definite relations. Sections made at random through the temporal bone will be of very little assistance. The speaker recalled looking over, a few years ago, a series of sections made in this way. He was surprised to see how few of the sections brought out relations which were of any practical value. The variety of preparations which one can make of the temporal bone is very great. The speaker spent a great deal of time several years ago in working out a set of preparations, each devised so as to bring out certain definite relations. In all he made something over fifty different preparations. In the lantern demonstration which was to follow he would show some of these preparations.
In closing his introductory remarks, the speaker called attention to the accidents which the general surgeons have so frequently had when operating on the ear; accidents which the carefully prepared aural surgeon very rarely has. An injury to the facial nerve hy an aural surgeon is now extremely rare. It is the impression of the speaker that the amount of aural surgery done today is less than what was done fifteen or twenty years ago. He attributes two reasons for this: First, that the suppurative diseases of the middle ear are better taken care of now. since the public recognizes the danger in 424 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCItTY. running ears; the other reason is that the aurists are able to distinguish much more definitely among the cases of chronic suppurative middle ear trouble those where the danger of a complication is imminent, and those where the danger is very remote. The percentage of cases where in chronic purulent otitis media an operation is indicated is relatively small. There was a time, after the danger from chronic running ears became recognized, and when the differentiation was still hazy between cases which were likely to have complications and those which were not, that otologists were operating on a good many of the nondangerous type. This period has now passed, and a careful examination of the ear readily distinguishes, as a rule, between cases which require a radical mastoid and the more common type of chronic running ears where nothing more than the local treatment need be carried out. DR. 1-HOT.INGER wished to support Dr. Shambaugh emphatically in his statement that the otologist ought to operate these cases, not the general surgeon, and hoped Dr. Shambaugh could find a way to incorporate this statement into the laws of ethics of the profession. He wished to emphasize this fact, because the present condition is an evident injustice to otologists. It lowers them to the position of routine treaters of running ears. It effaces a great deal of enthusiasm if the surgeon takes away the ideally and financially interesting work. We have all seen the results of surgeons operating on ears in the form of facial paralysis, destroyed hearing. etc., referred to by Dr. Shambaugh.
With reference to the planes in which temporal bones should be cut for studying the anatomy. he wished to refer to one plane of cutting which gives much more information than others. namely, the plane parallel to the tympanic cavity and through the eustachian tube. It takes quite a good deal of thinking in order to bring that plane into position. You have to open the middle ear through the tegmen tympani and study accurately the position of the saw before you start cutting, but when you succeed in splitting the eustachian tube in half and at the same time not injuring the tympanic membrane, you will be surprised how clearly you see the position of the aditus ad antrum. of the antrum, and of the facial nerve relative to the parts in the mastoid process, and relative to the labyrinth.
Regarding Dr. Allport's paper. he wished to remind him that e\'ery one of the points brought out are set down in the paper of Siebenmann, in the first number of the Berliner klinische IVochcnschri]t, in 1893. What Ballance has to say about secondary grafting can all be found there. The French and English authors at that time not only criticized, but actually laughed at these endeavors of the German and Swiss authors in dealing with chronic suppurations. The speaker heard the ridicule that was manifested against all these points when he was in Paris, Ballance, and others referred to by Dr. Allport, came long afterwards, and Dr. Holinger does not think it just that they should get credit for things that were brought out many years before they considered the matter. It ought to he a scientific principle to give credit to whom it is due.
The speaker has done a good deal of secondary skin grafting-as early as 1893. Not long ago he saw the first patient he operated upon ill May, 1893. The ear was still dry, and the hearing good.
DR. GEORGE \V. BOOT had been very much interested in the lantern slide demonstration of Dr. Shambaugh. A few years ago he saw a mastoid in an infant where the bulging of a subperiosteal abscess was in the fossa triangularis. The infant was about seven days old. There had been no discharge from the external auditory canal.
DR. JOSEPH C. BECK said that he thought if Dr. Holinger would give an outline of how the section he referred to is made, probably some of the men present would make such sections 426 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIrTY.
for. themselves. Piffl, of Prague. had shown Dr. Deck how to make them by taking a line from the tip of the petrous portion of the temporal bone as one landmark, and the tip of the mastoid as the other, sawing through the petrous portion of the temporal bone. In this way you get that section just about right, and you will find that in making a number of these sections you will just about get the outline that Dr. Holinger mentioned. However, the speaker doubts very much whether you could get the information from only that one section, as from those shown by Dr. Shambaugh. He felt very much indebted to Dr. Shambaugh for his presentation. \Vhile it was perhaps not exactly new, yet it is most important ior us to rehearse and see these specimens.
Regarding Dr. Allport's paper, no matter who has the right to priority in Germany, at least, so far as the speaker knows, Ballance is the man who has made skin gra iting in mastoids the operation it is at the present time. Perhaps it is the fault of the readers-that they do not read so much of the German literature. At any rate, it is the excellent work of Ballance we are~Iways connecting with our work in mastoid surgery. That does not mean that we would like to take anything away from Germany.
Dr. Beck has employed skin grafts ever since he learned to do the radical mastoid operation, using them, giving" them up, and taking them up again, doing them in every way suggested, and when Dr. Hammond showed his method at the Otological Society, he tried his method, and gave it up, and is now using the primary skin gra ft. After smoothing the bone of the mastoid cavity as much as possible, immediately placing large grafts-two, and at most three, in number. He has never scraped or burred the inner wall of the middle ear, or any part therein. He believes that to be unnecessary. It is very dangerous, and he does not think it should be done. The speaker felt the members were indebted to Dr. Allport for his exposition of the subj ect, even if it is old.
DR. ALLPORT, closing, said that he did not intend to present anything new to the society. There is certainly nothing new in skin grafting, and his object had merely been to give a resume of the subject. 
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DR. GEORGE VV'. BOOT wished to show three specimens in connection with Dr. Pierce's paper, the first of which he thought would fall in Dr. Pierce's classification. It was removed from the left nostril of a man, about thirty-eight years of age. The growth could be seen in the nasopharynx. It involved some of the anterior ethmoidal cells, and came from the maxillary sinus. It was removed by evulsion and taken out through the nose. Sections showed it to be a fibrous polyp.
The second specimen was that of a postnasal tumor, which, when removed, the speaker thought was a fibroma, but on cutting the sections it proved to be a fibrochondroosteoma. It was attached to the base of the cranium, and the speaker experienced great difficulty in getting it out. No.8 wire in the snare failed to make any impression. Finally, he cut it loose from the base of the skull with the forceps, and finished the dissection with Killian's bent knife.
The third specimen was one which was removed from a child, three and one-half years old. The growth could be seen through the mouth, and the speaker thought it was a case of adenoids. After removal, section showed it to be a sarcoma. The child had a very prompt recurrence, was taken from the hospital, and died. DR. OTTO J. STEIN has always been under the impression that choanal fihromas had one attachment, as stated by the essayist. He had a case some years ago that he operated, and at that time thought there were two attachments. He presented the specimen-a large one, about two and a half to three inches long-to the society, but in discussion (at St. Louis) the members finally convinced him that one of the attachments was nothing but an adhesion that had taken place. Dr. Pierce said that one of his cases had an adhesion. but he also stated that he had one that had no adhesion, and asked Dr. Pierce if that was not what he had said. DR. l:)II,:RCf\ replied that the case referred to had no adhesions. It is said that these tumors do not form adhesions, as a rule.
DR. STEIX, therefore, still had some hope that his case did have two attachments instead of one and an adhesion, as the members had convinced him at that time.
